CASE REPORT {#s1}
===========

A 48-year-old man with a history of chronic diverticulitis without complications, colorectal polyps, and tobacco dependence was admitted to our hospital with left-sided abdominal pain and inability to have a bowel movement for 3 days. At arrival, his vital signs were normal and on physical examination, the patient was found to have a distended abdomen with generalized tenderness and hyperactive bowel sounds. Notable laboratory data included a white blood cell count of 12.4 × 10^3^/μL and a hemoglobin level of 17.0 g/dL. Complete metabolic panel, coagulation studies, liver function tests, and carcinoembryonic antigen were all within normal limits. Computed tomography of the abdomen revealed a 3 × 6 cm apple-core lesion in the sigmoid colon with a complete large bowel obstruction (Figure [1](#F1){ref-type="fig"}). The patient then underwent flexible sigmoidoscopy revealing extensive diverticulosis and at 25 cm, distinct inflamed mucosa protruding into the lumen was seen (Figure [2](#F2){ref-type="fig"}). No stricture or mass was identified. Biopsy revealed acute-on-chronic inflammation with edema, and the patient was started on antibiotics for suspected diverticulitis. The patient continued to have abdominal pain and intractable vomiting; therefore, on day 4, an exploratory laparotomy was performed. A 10.5 × 8 × 5 cm segment of the mid-sigmoid colon containing a mass with ring-like stricture was resected (Figure [3](#F3){ref-type="fig"}). Pathology of the removed specimen revealed inflammation and extensive diverticulosis interposed with a fibrotic muscularis propria (Figure [4](#F4){ref-type="fig"}). The patient was diagnosed with inflammatory pseudotumor (IPT) related to chronic diverticulitis, and antibiotics were discontinued. The patient quickly recovered after surgery. On follow-up, the patient was noted to have improved energy along with 2--3 loose stools daily via colostomy.

![Contrast-enhanced computed tomography of the abdomen showing 3 × 6 cm apple-core lesion in the sigmoid colon; proximal wall thickening with extensive diverticulosis can also be seen.](ac9-6-e00039-g001){#F1}

![Sigmoidoscopy showing raised erythematous and protruding lesion with surrounding inflammation in the mid-sigmoid colon.](ac9-6-e00039-g002){#F2}

![The resected portion of the mid-sigmoid colon with pseudotumor and associated ring-like stricture.](ac9-6-e00039-g003){#F3}

![A medium-power photograph of the mucosa of sigmoid colon specimen showing inflammatory cell infiltration with mesenteric fibrosis.](ac9-6-e00039-g004){#F4}

IPT is a rare benign lesion that closely mimics malignancy clinically and on imaging.^[@R1]^ It is a reactive or regenerative entity that may be related to chronic infection, intraparenchymal hemorrhage, or autoimmune disorder.^[@R2]^ Although IPT most commonly originates in the lungs and orbit, it can be found in any organ.^[@R3]^ IPT of the colon is particularly rare and can present with the complication of bowel obstruction or ileocecal intussusception.^[@R3]^ Chronic diverticulitis has also been implicated with the development of IPT in the colon.^[@R4]^ This occurs because inflammation causes the release of cytokines, which in turn lead to cell proliferation and angiogenesis.^[@R4]^ Fibrosis can also occur, creating a stricture, causing a partial or complete obstruction that may appear as a malignant mass.^[@R4]^ Colonoscopy can be an important tool used to investigate IPT in the colon; however, surgical resection is the treatment of choice to confirm the diagnosis.^[@R5]^
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